THIS extraordinary looking child is about 12 months old. It was a case of breech presentation, and he presents all the features of oxycephaly, or "tower skull." It is a very flat head from before FIG. 1 back, and comes to a point on top. He also has marked exophthalmos, and the typical facies. These children generally grow up with good mental capacity, but as the skull closes they generally become blind, -apparently on account of increased intracranial pressure. Skiagrams show that there is a deep series of depressions on the inner side of the skull, the result of increased pressure in the brain. This pa'rticular case is interesting, because the skull has not yet closed, the fontanelle is still open, and there is a marked bulging. I have brought the case forward because it seems to show that the increased intracranial pressure exists before closure of the fontanelles takes place. Section for-the Study of Disease in Children I am not very familiar with the condition. The best paper on the subject is Sir Morley Fletcher's, in the Quarterly Journal of Medicine, and Dr. Robert Hutchison has described a case too. This case is one of the youngest I have seen or heard described. Apparently the child is of quite average intelligence for its age: there is no ocular defect, the fundi are normal, and he sees easily. He is the mother's only child. 
DISCUSSION.
Dr. COCKAYNE: I have, in the other room, a skiagram of a child with a much milder degreee of oxycephaly. He was, I think, eight years of age, and at that time he definitely showed the marks which were due to increased intracranial pressure. Yet, in spite of that pressure, the skull bones had closed -except for a small area in the occipital region, where he had a small meningocele. He was intelligent, but was nearly blind in consequence of optic atrophy. In this case the question which arises is whether any treatment will succeed in checking the blindness, whether measures for the relief of the intracranial pressure will do good. There is the further question whether the blindness is due to the local pressure on the optic nerves, or to the general increase of pressure. I am afraid the local pressure on the optic nerves is the more probable cause and that the hope of benefit by operation is small.
Dr. F. PARKES WEBER: I think a favourable feature in this case is the wide separation of the bones of the skull. The frontal bones are slightly separated f'rom each other, and there is an enormous anterior fontanelle which Paterson: Congenital Heart Disease is practically continuous with a very large posterior fontanelle. In that way there is ,t present an outlet for the pressure. It is, of course, to be hoped that the sutures will take a long time to close. It did momentarily occur to me that this case might be allied to cleido-cranial dysostosis (without the clavicles being affected), but I have given up that idea.
Dr. THEODORE THOMPSON (in reply): I think the other theory in regard to these cases, apart from the theory of intracranial pressure, is that the condition is due to a defect in the growth of the bones of the skull, with a local increase of pressure on the optic nerves. In this case, in which there is the oxycephaly without the closure of skull bones, that seems to be the more likely theory. He ran a high swinging temperature. No definite signs of consolidation were ever found but broncho-pneumonia was suspected. Contrary to the rule the dyspncea seemed less in the supine position than when the child was propped up. The pulse was over 160 and often uncountable. There was no definite bruit. Death occurred on the fourth day. Before admission to hospital he had been feverish for a day or two. Blueness had never been noticed but there had been previous attacks of breathlessness. Post mortem the lungs were found to be congested but there was no evidence of pneumonia. The heart weighed 2 oz. 14 dr. Immediately below the aortic cusps there was a hole in the interventricular septum. The aortic, pulmonary and mitral valves were all large and distorted, with fleshy thickening, but the endothelium was glistening and showed no evidence of inflammation, an observation which was corroborated by microscopic examination. Both the left and right ventricles were hypertrophied, the left more so than the right. The ductus arteriosus was closed.
Case II.-A well developed and well nourished male infant, aged 8 weeks, admitted to the Children's Hospital, Great Ormond Street, for cough and dyspnoea of one day's duration. There were moist sounds in the lungs. The dyspnoea was urgent, and it was found necessary to support the chest and to allow the head to fall back, in order to enable the child to breathe. The respirations were sometimes rhythmical.
